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high-risk pregnant women.
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’ S‘TA‘TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT Attachment 3.1-A
MEDICAL ASSISTANCE PROGRAM Item 19, Page 4
STATE OF LOUISIANA

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE AND SERVICES
PROVIDED

®  Adaptive development

The determination of a developmental delay must be made in
accordance with applicable federal regulations and ChildNet policies and
procedures.

C. (Reserved)

D. HIV Infected

1. Written verification of HIV infection by a licensed physician or
laboratory test result is required.

2. The adult consumer (age 21 or older) must have reached, as
documented by a physician, a level 70 on the Kamofsky scale (or
cares for self but is unable to carry on normal activity or do active
work) at some time during the course of HIV infection.
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" STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT Attachment 4.19-B

MEDICAL ASSISTANCE PROGRAM

STATE OF LOUISIANA

Item 19, Page 1

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-OTHER TYPES OF CARE
ORSERVICE LISTED IN SECTION 1905 (A) OF THE ACT THAT ARE INCLUDED IN THE
PROGRAM UNDER THE PLAN ARE DESCRIBED AS FOLLOWS:

CITATION Medical and Remedial
42 CFR Care and Services
447.201 Item 19

447.302

00-35 HerA 179 O0%=/F

OPTIONAL TARGETED CASE MANAGEMENT SERVICES

REIMBURSEMENT METHODOLOGY

Case Management services for Mentally Retarded/Developmentally
Disabled Waiver recipients are reimbursed at a negotiated provider
specific monthly rate in accordance with the terms of the contract.
Reimbursement for Infants and Toddlers, and HIV Infected Persons
is a fixed monthly rate specific to each type of case management for
the provision of the core elements of case management.

Payments made to providers do not duplicate payments for the same
or similar services furnished by other providers or under other
authority as an administrative function or as an integral part of a
covered service.

Reimbursement is not available for case management services that
are furnished to recipients without charge by any other agency or
entity. With the statutory exceptions of case management services
included in Individualized Educational Programs (IEP’S) or
Individualized Family Service Plans (IFSP’S) and services
furnished through Title V public health agencies, payment for case
management services cannot be made when another third party
payor is liable, nor may payments be made for services for which no
payment liability is incurred by the recipient.
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